Ages of first hospitalization were compared among 64 (VA) Veterans Administration hospital male, 60 state hospital male, and 60 state hospital female schizophrenic patients. Those who were diagnosed as paranoid were found to be approximately 8 years older than the nonparanoid patients on age of first admission. In both diagnostic categories men were hospitalized about 5 years earlier than women. An analysis of the relation between work status and diagnosis for the female groups revealed that working women with a diagnosis of paranoid were hospitalized approximately 10 years later than the paranoid women who remained at home and the nonparanoid women of either employment status. State hospital males were younger on first admission than VA hospital males. The ages of the two diagnostic groups in the VA were comparable, whereas in the state hospital the nonparanoid group was younger than the paranoid group by about 8 years. Possible explanations for these findings are discussed, particularly in terms of the role of the individual's developmental level in premorbid functioning, diagnosis, and course of psychiatric illness. The need to pay greater attention to the differences between schizophrenic males and females and to scrutinize more closely differences between state and VA hospital patients is emphasized.
In the literature dealing with psychopathology, studies of prognosis are usually confined to the course of a disorder following its onset, typically defined by when the individual comes into contact with a provider of mental health services. An important feature of textbook descriptions of the course of various mental disorders is the age of initial onset. Evidence has now been presented that age of first treatment and outcome are related, with a later first psychiatric treatment associated with a better outcome (Rosen, Klein, & Gittelman-Klein, 1971 ). Yet, a recognized measurement problem here is that some unspecified time interval elapses between the true onset of the disorder and the time treatment is sought (Lewine, 1980) . This situation can be remedied somewhat by taking a broader view toward prognosis than that characterized by an interest in outcome alone.
Within the developmental approach to psychopathology advanced by Zigler and his colleagues, prognosis is defined by three related measures, each of which retains a considerable degree of independence: (a) whether or not the individual becomes mentally ill; (b) the age at which this illness becomes manifest; and (c) the outcome of the illness after initial treatment and/or institutionalization. The developmental formulation generates the prediction that the lower the person's developmental level, the greater is the likelihood that he or she will become psychologically disordered, the earlier the disorder will manifest itself, and the poorer the prognosis following initial treatment. Individuals at higher developmental levels have more psychological resources at their disposal and would, therefore, be less vul-nerable to psychiatric disorder, be able to cope for a longer period of time before seeking treatment, and have a better outcome.
The basis of the developmental approach rests on considerable evidence that developmental level is a broad and robust correlate of a variety of pathological phenomena. Psychiatric patients' developmental levels, as assessed by their premorbid social competence, have been found to be related to diagnosis and/or presenting symptoms (Draguns, Phillips, Broverman, & Caudill, 1970; Mylet, Styfco, & Zigler, 1979; Phillips, Broverman, & Zigler, 1966; ,1964 Sanes & Zigler, 1971; Zigler & Phillips, 1960, 196la) ; the process-reactive distinction in schizophrenia (Zigler & Phillips, 1962) ; the essential-reactive distinction in alcoholism (Blum & Levine, 1975; Sugerman, Reilly, & Albahary, 1965) ; the paranoid-nonparanoid distinction in schizophrenia , 1977 ; humor responses ; self-image disparity (Achenbach & Zigler, 1963; Mylet et al, 1979) ; and psychiatric outcome (Phillips & Zigler, 1964; Zigler, Click, & Marsh, 1979; Zigler & Phillips, 1961b) . The premorbid competence construct and the issue of exactly what the premorbid competence indices measure have been recently examined by Zigler and Levine (1981) . Thus far, however, there is no direct evidence linking developmental level with age of onset. The present study was an effort to examine that gap, as well as to probe further into some of the empirical and theoretical inconsistencies in the related literature.
One empirical issue that remains problematic is whether there is a difference in age of onset between paranoid and nonparanoid schizophrenic patients. Swanson, Bohnert, and Smith (1970) presented some evidence and advanced the view that paranoid schizophrenic persons have a later age of onset than those diagnosed as nonparanoid. These investigators stated unequivocally that "the onset of paranoid schizophrenia is usually after age 30, about ten years later than most types of schizophrenia" (p. 71). This view has received some empirical support (Huber, Gross, & SchUttler, 1975; Krupinski & Stoller, 1975) and is also consistent with developmental hypotheses. That is, paranoid schizophrenia would be expected to occur at a later age, since paranoid patients are characterized by a higher developmental level than nonparanoid patients (Eysenck, 1961; Freud, reviewed in Swanson et al., 1970; Swanson et al., 1970; Zigler et al., 1976 Zigler et al., , 1977 . However, several studies (reviewed by Zigler et al., 1976) have failed to confirm this diagnostic status-developmental level relation. Furthermore, European psychiatrists (see Swanson et al., 1970, p. 28) and others (Kay, Cooper, Garside, & Roth, 1976) appear to question whether any difference in age of onset would be found between paranoid and other schizophrenic diagnoses. To clarify this issue, the present study compared the ages of first hospitalization.
Consistent with the appeal by Wahl (1977) that greater attention be paid to differences between schizophrenic males and females, a comparison was also made of the ages of initial hospitalization for each sex. Here again the evidence has been equivocal. Although several investigators have reported that women are older than men at the time of their first hospitalization (Hornstra & Udell, 1974; Lewine, 1980; McCabe, 1975; Rosenthal, 1971) , Raskin and Golob (1966) concluded that males do not evince symptoms of psychiatric illness at an earlier age. Evidence has now been presented that the earlier age of hospitalization of men is not due to a shorter interval between symptom onset and hospitalization (Lewine, 1980) . From the standpoint of developmental theory, women would be expected to have the later age of initial hospitalization. This prediction is generated by findings that (a) schizophrenic women compared to men are more frequently diagnosed as paranoid (Hay & Forrest, 1972; Kay et al., 1976; Swanson et al., 1970) ; (b) women typically attain higher premorbid social competence scores than do men (Raskin & Golob, 1966; Zigler et al., 1977) ; and (c) women are more likely to manifest symptoms associated with a higher developmental level, usually of the turning-against-the-self variety (Krupinski & Stoller, 1975; Zigler & Phillips, 1960) .
Finally, in the present study male schizophrenic patients in a state hospital were compared to those in a Veterans Administration (VA) hospital. Our goal in employing the two hospital populations was to assess the replicability of earlier findings (see ) that comparable results are not obtained with VA and state hospital patients. In summary, then, age upon first hospitalization was examined in paranoid and nonparanoid male and female schizophrenic groups. The females were institutionalized in a state hospital; the males came from both state and VA hospital settings.
Method

Subjects
The case histories of three samples of first admission schizophrenic patients were examined. All patients had a primary diagnosis of schizophrenic reaction and no secondary diagnosis involving organicity, mental retardation, alcoholism, or drug abuse.
The VA hospital sample consisted of 64 male patients admitted to the West Haven VA Medical Center, West Haven, Connecticut, between 1960 and 1970. All patients first admitted during that period who met the diagnostic criteria indicated above were included in the sample. There were 39 patients diagnosed as paranoid schizophrenic and 25 as nonparanoid schizophrenic. (The distribution of the diagnoses of the nonparanoid patients was 13 chronic undifferentiated, 1 schizo-affective, 1 simple, 3 catatonic, 1 hebephrenic, 5 acute undifferentiated, and 1 borderline.)
The state hospital male sample consisted of 60 patients admitted to Fairfield Hills Hospital, Newtown, Connecticut, between 1964 and 1972 . The female sample included 60 women admitted to the same hospital between 1966 and 1972. Because VA patients were rarely hospitalized for more than 2'A years, all state hospital patients whose length of hospitalization exceeded 2'/a years were excluded. In both the male and female groups, half of the patients (« = 30) were diagnosed as paranoid schizophrenic and half as nonparanoid schizophrenic. For both samples the case histories of consecutive admissions to the hospital were used until 30 patients of each diagnostic type were found. The distribution of the diagnoses of the male (and female) nonparanoid patients was 9(14) chronic undifferentiated, 5(5) schizo-affective, 9(3) simple, 3(4) catatonic, and 4(0) acute undifferentiated, 0(3) hebephrenic, and 0(1) other.
For all samples the diagnosis ascribed to each patient was the psychiatric classification agreed upon at a diagnostic staff conference and recorded in the patient's hospital record as the primary diagnosis. In addition, each case history was examined for the presence or absence of each of 26 symptoms. A symptom referred to the psychiatrist's description of a patient's behavior at the time of admission or the behavioral description presented by referring physicians as the primary reason for hospitalization. With only minor modifications, the symptoms employed were those enumerated by Zigler and Phillips (I960) . The symptoms most commonly noted for the paranoid and nonparanoid patients in each sample are presented in Table 1 . Inasmuch as suspiciousness and bizarre ideas (delusions) are considered to be hallmarks of paranoid schizophrenia, six chisquare analyses were performed to examine the relationship between each of these symptoms and diagnosis in each sample. Not surprisingly, suspiciousness was associated with paranoid diagnosis in all three samples: VA males (p < .001), state hospital males (p < .05), and state hospital females (p < .001). Similarly, delusions were noted more frequently in paranoid, as compared with nonparanoid, state hospital male (p < .05) and female (p < .01) patients, but this relationship was not significant in the VA sample. Finally such symptoms as suicide attempt, self-depreciation, maniacal outbursts, mood swings, and euphoria that tend to characterize affective reaction patients were rare in our samples, being noted in less than 5% of the patients.
Measures
In previous studies the variables of age, education, marital status, occupation, employment history, and intelligence were used to construct the Premorbid Social Competence Index (Zigler & Phillips, 1961b) for each patient. In the present study, a two-factor (education and marital status) estimate of premorbid social competence was devised. While admittedly not as useful an indicator of developmental level as the complete six-item score, these were the only social competence indices (besides age, which was the independent variable investigated in this study) for which information was available for every patient. Both education and marital status have been found to be highly correlated with overall premorbid social competence scores and, in multiple regression analyses, each has been found to contribute significantly to the overall score . Inasmuch as education and marital status have been found to load on different factors , these two variables can be viewed as good estimates of the social competence construct.
Each variable was divided into three categories, ordered from low to high as follows:
1. Education: (a) none, or some grades including ungraded or special classes; (b) finished eighth grade, some high school, or finished high school; (c) 1 year of college or more.
2. Marital status: (a) single; (b) separated, divorced, remarried, or widowed; (c) single continuous marriage.
For each of the variables, placement in the lowest category resulted in a score of 0 for that index, the middle category a score of 1, and the highest category a score of 2. The two-indices score of premorbid social competence was the mean of the scores obtained on marital status and education, and thus could range from 0 (the lowest category on both variables) to 2 (the highest category on both variables).
Information about each female's occupation and employment history was also recorded if it was available. A recurring problem in previous work was that relatively few female patients worked outside the home, so it was not possible to score them on these two variables (or on one third of the social competence index). In the present study female patients were broadly grouped according to their employment records. Those who had not worked outside the home in the 10 years prior to admission to the hospital were placed in the category of women who did not work outside the home. Women with an employment history in the 10 years prior to their admission were categorized as women who worked outside the home. Although the 10-year cutoff was somewhat arbitrary, it seemed a reasonable point at which to begin a new direction for scoring female employment histories where finer analyses had been difficult.
For the samples of males, each case history was examined by two raters who independently assigned a score on the social competence variables. (The few disagreements were reconciled by discussion between the raters.) Because interrater agreement in the scoring for the male samples was found to be over 99% prior to discussion, a single rater was employed for the female sample. In those few instances where the rater felt some uncertainty, the opinion of a second rater was obtained, and the final score represented a consensus of the two raters.
Results
The premorbid social competence scores of the various groups are presented in Table  2 . A 2X2 (Diagnosis X Gender) least squares analysis of variance was computed on the competence scores of the state hospital patients. This analysis resulted in significant main effects for both diagnosis, F(l, 116)= 15.17, p<.001, and gender, F(l, 116) = 8.39, p < .005. As can be seen in Table 2 , paranoids had higher social competence scores than did nonparanoids, and women had higher scores than men did.
To assess type of hospital effects, a 2 X 2 (Type of Hospital X Diagnosis) least squares analysis of variance was computed on the competence scores of the state and VA hospital males. This analysis revealed a significant main effect for type of hospital, F(l, 20) = 4.99, p < .03; a main effect of borderline significance for diagnosis, F(l, 20) = 3.11, p < .08; and a significant interaction, F(l, 120)= 13.60,p<.001. The VA males had higher social competence scores than did the state hospital males. Paranoids tended to have higher social competence scores than nonparanoids. The significant interaction primarily reflects the markedly low competence scores of the state hospital, nonparanoid males. Based on the NewmanKeuls procedure, the mean for this group was found to be significantly lower (all ps < .01) than the means for the other three groups, which did not differ significantly among themselves. The mean ages on admission of the groups are presented in Table 3 . A 2 X 2 (Diagnosis X Gender) least squares analysis of variance was computed on the ages on hospitalization of the state hospital patients. This analysis revealed only significant main effects for diagnosis, F(l, 116) = 16.48, p < .001, and gender, F(\, 116) = 6.45, p < .02. As can be seen in Table 3 , age on first admission for nonparanoid patients was about 8 years earlier than for the paranoid groups. In both diagnostic categories men were hospitalized about 5 years earlier than women.
1
In order to examine further the gender differences discovered, comparisons were made of women who worked outside the home versus those who did not. The ages upon admission of these groups are presented in Table 4 . As can be seen, the athome group appeared to receive more diagnoses of nonparanoid, whereas those women who worked outside the home seemed more likely to be diagnosed as paranoid. A chi-square analysis of this relation between work status and diagnosis proved to be insignificant, xc 2 = 1-67. A 2 X 2 (Work Status X Diagnosis) least squares analysis of variance of the data presented in Table 4 revealed a significant main effect for diagnosis, F(\, 56) = 7.68, p < .01, and an interaction between work status and diagnosis of borderline significance, F(l, 56) = 2.59, p< .11. This interaction reflects a striking feature of Table 4 , namely, that working women with a diagnosis of paranoid are hospitalized approximately 10 years later than the other three groups. A comparison of the four means by the Newman-Keuls method revealed that the mean for the paranoid/outside-the-home group was significantly higher (p < .05) than each of the other three means.
Product moment correlations were computed between the two-indices premorbid social competence score and age upon admission (see Table 5 ). In brief, the developmental score and admission age were positively related in the female, state hospital male, combined male, and total-patientsample groups. The exception was that no such relation was found in the VA sample. However the correlation coefficient for the 1 Given the greater availability of VA hospitalization for more competent male patients but not for their female counterparts, the differences between the male and female state hospital samples could merely reflect the disproportionate representation of low-competence males in the state hospital. In order to investigate this possibility, a 2 X 2 (Diagnosis X Gender) least squares analysis of variance was computed on the ages of the female patients and the two (VA and state hospital) male samples combined. Again significant main effects were obtained, both for diagnosis, F( 1, 178)= 11.46,/>< .001, and gender, F(\, 178) = 6.12, p < .01.
VA sample was not found to be significantly lower than the correlations obtained with the other samples. Although consistent correlations were not found when each group was divided by diagnostic status, the relation was maintained for the combined paranoid and combined nonparanoid groups.
Discussion
Paranoid schizophrenic patients were found to be approximately 8 years older than nonparanoid schizophrenic patients at their age of first hospitalization. This finding is reasonably consistent with the assertion by Swanson et at. (1970) that a decade separates the onset of the two types of schizophrenia. The formulation that the higher the developmental level of the individual the later would be the age of initial hospitalization also received some support in that the premorbid social competence score and age upon first hospitalization were positively correlated in most patient groups and in the total sample. The results thus lend some cre- dence to the developmental thesis that paranoid schizophrenia (with its later age of onset) is a higher developmental form than is nonparanoid schizophrenia. The developmental level of schizophrenic patients has often been assessed with developmental indices obtained on the Rorschach test (Goldman, 1962; Hemmendinger & Schultz, 1977; Werner, 1957) . This body of work has consistently shown that paranoid individuals produce higher level responses than the nonparanoid schizophrenic persons tested. Rorschach developmental level scores have been found to be correlated with measures of social competence (Lerner, 1968; Wilensky, 1959) , which in turn have shown higher scores for paranoid than for nonparanoid patients (e.g., Zigler et al., 1976 Zigler et al., , 1977 . Thus consistent findings are obtained whether one uses a perceptual task like the Rorschach, a more comprehensive index of functioning such as the social competence measure, or a rougher estimate of developmental level such as that employed in the present study. The view that paranoid schizophrenia represents a higher developmental form than the nonparanoid type is also consistent with an extensive variegated body of evidence (reviewed by Swanson et al., 1970 ) that indicates that paranoid schizophrenic patients are more like nonpathological individuals than are nonparanoid patients. Women of both diagnoses were found to be hospitalized at a later age than were men. Although consistent with earlier work (Forrest & Hay, 1971; Hornstra & Udell, 1974; Lewine, 1980) , this finding presents a considerable mystery. One group of investigators (Lewine, Watt, Prentky, & Fryer, 1980) , when confronted with the better performance of females, concluded simply and bravely, "That females are more socially competent than males may be a general fact of life" (p. 137). Such an assertion is not too distant from the view that women as compared to men represent a higher life form (DeBeauvoir, 1974; Montagu, 1974) . The present authors' commitment to developmental thought leads them to reject such a view. One simply cannot find in the writings of such outstanding developmentalists as Werner, Piaget, or Vygotsky the suggestion that females inherently represent a higher or more advanced developmental form than do men.
Though inconsistent with the findings of Lewine (1980) , one explanation for the gender differences in age of hospitalization is that for women, a longer time interval exists between the onset of serious mental disorder and admission to a hospital. This line of thinking was advanced by Hornstra and Udell (1974) , who argued that women's social roles provide greater shelter for psychological impairment. Some findings of the present study would appear to be antithetical to and thus refute the "shelter" hypothesis. This hypothesis generates the expectation that women who remain in the refuge of their home, as compared to those who work outside the home, would have a later age of first admission. Actually the employed women were found to be hospitalized on an average of over 5 years later than the athome women. Particularly striking in the present study was the very late age on admission of the paranoid women who worked outside the home. This finding appears consistent with the hypothesis that higher developmental level individuals will have a later age of hospitalization. The reasoning here is that paranoid coloration of the symptom picture and the ability to work outside the home are related indicators (but independent to a considerable degree) of the woman's developmental level. Thus the paranoid women who worked outside the home would be conceptualized as having the highest developmental level of the four groups of women in the present study and hence the highest age upon first hospitalization.
Alternative explanations for the gender difference in age of hospital admission should be entertained. Men and women are biologically different. It is possible that the general organismic maturation rates of men and women differ, and the gender differences in the age upon hospitalization reflect the same biological factors that underlie the well-documented gender differences in the length of the life span. Another explanation, which has the most appeal to us, involves a combination of (a) sex differences in socialization histories and (b) the time in the life cycle when the two genders encounter particular life stressors capable of precipitating psychological disorder. In our society late adolescence and early adulthood are a critical and demanding period for both genders. During this time young men and women both face strong societal expectancies to form close and meaningful attachments with members of the opposite sex and to obtain employment (or engage in higher level and thus more demanding educational efforts) in order to become autonomous and contributing members of society. Given the sex role traditions in our society, the pressure to meet these general expectancies may be greater on young men than on young women. Thus, a combination of the stress involved in meeting these societal demands and the greater negative reaction by meaningful others if these demands are not met may lead to a greater likelihood that men as compared to women will become seriously disturbed during this period. This hypothesis is related to the view of Forrest and Hay (1971) and Lewine (1980) that men are more likely to be stressed early in life, whereas women are more likely to encounter major stress later in the life cycle.
The reader should be aware that the above view calls into question the value of our current conceptualizations of the process-reactive distinction in schizophrenia (Becker, 1959; Kantor & Herron, 1966; Kantor, Wallner, & Winder, 1953; Zigler & Phillips, 1962) . This distinction is basically defined in terms of the presence (reactive) or absence (process) of precipitating events and a course of illness in which the process (unlike the reactive) schizophrenic person displays a general picture of social inadequacy before the acute onset of schizophrenia. Within the developmental approach to psychopathology, which subscribes to the diathesis-stress model of the etiology of mental disorder (Meehl, 1962; Watt, 1978) , process schizophrenia is thought to be more common in lower developmental individuals than reactive schizophrenia is. Both disorders are viewed as being precipitated by external stresses or demands. Just how stressful such imposing events will seem is determined by the psychological resources that can be mus-tered by the individual when attempting to deal with them. It would be expected that the low developmental level individual, who has relatively limited psychological resources, would succumb to the stress involved in meeting those constant societal demands to form social relations and maintain employment and should, thus, be hospitalized during late adolescence or early adulthood. The reactive schizophrenic person, who is at a higher developmental level, should have the psychological resources to successfully meet these basic societal expectancies but break down when confronted with circumscribed life events involving great personal stress or disappointment (e.g., loss of a loved one or a major financial reverse) and should, thus, be hospitalized later in life. Therefore, what may appear to be an insidious onset of disorder in process schizophrenia may, in fact, represent the reactions of individuals with limited adaptive resources to the stresses encountered in attempting to master the everyday expectancies of adult life. Because they involve difficulties in meeting such basic demands, the stressors for the process schizophrenic may be easily overlooked, especially by professionals who tend, themselves, to be high-competence individuals. An interesting avenue of research would be to discover whether reactive schizophrenia is more common in female patients than process schizophrenia is and whether this distinction is related to their educational pursuits and work status.
The relation between age of admission and diagnosis was strikingly different for the male samples in the state and VA hospitals. Like the females, the state hospital paranoid males were older at admission than the nonparanoid males. In the VA hospital ages upon admission of the two diagnostic groups were quite comparable. In addition, the VA males were found to be hospitalized at an older age than the state hospital males. These results take their place alongside earlier findings ) that (a) VA hospital males have higher premorbid social competence scores than men in state hospitals; (b) the diagnosis of paranoid as compared to nonparanoid is more frequent in VA than in state hospital patients; (c) symptoms associated with a higher developmental level (i.e., the turning-againstthe-self variety) are more frequently encountered in VA than in state hospital males; and (d) the social competence/diagnostic status relation is found in state hospital but not in VA hospital male samples.
All of these findings are consistent with the hypothesis that VA hospital patients are at a higher developmental level than are state hospital male patients. This hypothesis stands in opposition to the popular view that VA patients represent a generally low-level group of individuals. To explain the evidence to the contrary, one must remember the selection procedures involved in entering the armed services, a prerequisite for later admission to a VA hospital. There can be little question that the most debilitated and/or socially inadequate males are screened out of the armed services at the time of induction. In any case it is now clear that VA and state hospital residents should not be conceptualized as comparable samples of psychiatric patients. One cannot help wondering how many of the inconsistencies in the literature on psychopathology are due to the fact that some investigations have been limited to VA hospital patients while others were confined to state hospital patients. The findings of the present study thus indicate that investigators should attend more carefully to the characteristic diversity of the psychiatric samples. That is, they should heed Wahl's (1977) plea that greater attention be paid to differences between male and female schizophrenic patients and also recognize the need to scrutinize more closely differences between state and VA hospital schizophrenic groups.
